Federal Employee’s Notice of U.S. Department of Labor
TI‘aUI_’natIC_ Injury and Claim for ) Employment Standards Administration (4))
Continuation of Pay/Compensation Office of Workers’ Compensation Programs

Employee: Please complete all boxes 1 - 15 below. Do not complete shaded areas.
Witness: Complete bottom section 16
Employing Agency (Supervisor or Compensation Specialist): Complete shaded boxes a, b, and c.

Employee Data

1. Name of employee (Last,First, Middle) 2. Social Security Number
3. Date of birth Mo. Day Yr. |4.Sex 5. Home telephone 6. Grade a's.of

| | | |:| Male |:| Female date of injury Level Step
7. Employee’s home mailing address (Includecity, state,and ZIP code) 8. Dependents

D Wife, Husband
D Children under 18 years

|:| Other

Description of Injury
9. Place where injury occurred (e.g.2ndfloor, Main PostOffice Bldg., 12th& Pine)

10. Date injury occurred Time 11. Date of this notice 12. Employee’s job title
Mo. Day Yr. D a.m. Mo. Day Yr.

L] - Bem || ] |

13. Cause of injury (Describewhathappenedindwhy)

a. Occupation code

14. Nature of injury (Identifyboththeinjury andthe part of body,e.qg.,fracture of left leg) b. Type code c. Source code

OWCP Use - NOI Code

Employee Signature

15. | certify, underpenaltyof law, thattheinjury describedabovewassustainedn performancef duty asanemployeeof the United StatesGovernmenandthatit
wasnot causedy my willful misconductjntentto injure myselfor anothempersonnor by my intoxication. | herebyclaim medicaltreatmentjf neededand
thefollowing, ascheckedbelow,while disabledfor work:

|:| a. Continuationof regularpay (COP)notto exceed45 daysandcompensatiorior wagelossif disability for work continuesbeyond45 days. If my claimis
denied,| understandhatthe continuationof my regularpay shallbe chargedo sick or annualleave,or be deemedan overpaymentvithin the meaningof
5USC5584.

|:| b. Sickand/orAnnuallLeave
| herebyauthorizeany physicianor hospital(or any otherperson,nstitution, corporationor governmengegency)o furnishanydesirednformationto the U.S.

Departmenbf Labor, Office of Workers’ CompensatioProgramgor to its official representative)This authorizatioralsopermitsany official representative
of the Office to examineandto copy anyrecordsconcerningme.

Signature of employeeor personacting on his/her behalf Date

Any personwho knowingly makesanyfalsestatementmisrepresentatiorzoncealmenof fact or any otheractof fraudto obtaincompensatiomsprovidedby
the FECA or who knowingly acceptsompensationo which thatpersonis not entitledis subjectto civil or administrativeremediesaswell asfelony criminal
prosecutiorandmay, underappropriatecriminal provisions be punishecby a fine or imprisonmenbr both.

Have your supervisor completethe receipt attachedto this form and return it to you for your record.

Witness Statement
16. Statement of witness (Describewhatyousaw,heard,or knowaboutthis injury)

Name of witness Signature of witness Date signed

Address City State ZIP Code
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Official Supervisor's Report: Please complete information requested below:

Supervisor’'s Report

17. Agency name and address of reporting office (Includecity, state,andZIP code) OWCP Agency Code

OSHA Site Code

18. Employee’s duty station (Streetaddressand ZIP code) ZIP Code

19. Employee’s retirement coverage

[Jcsrs [JFers []other, (identify)

20. Regular 21.Regular

\P,wvgljlr(s . . Clam. ) . [Jam. \évgr:gdule

From: . D p.m. To: . D p.m. D Sun. D Mon. D Tues. D Wed. D Thurs. D Fri. D Sat.

22. D(?fte Mo. Day Yr. 2s. Dr?:teice Mo. Day Yr. 24. Dsa:gepped Mo. Day Yr. ) Jam.

Injury | | | | received | | | | work | | | | Time: . |:| p.m.
25.Date 26.Date 27.Date

pay Mo. Day Yr. 45 day Mo. Day Yr. returned Mo. Day VYr. ] Ham

stopped | | | | period began | | | | to work | | | | Time: . D p.m.

28. Was employee injured in performance of duty? \@ Nmf "NO," explain)

29. Was injury caused by employee’s willful misconduct, intoxication, or intent to injury self or another? Yes 'YES,"eprain) No |:|

30. Was injury caused 31. Name and address of third party (Includecity, state,and ZIP code)
by third party?

|:| Yes |:| No

32. Name and address of physician first providing medical care (Includecity, state,ZIP code) 33.First date
medical care
received Mo. Day Yr.

34.Do medical
reports show D Yes D No
employee is
disabled for work?

35. Does your knowledge of the facts about this injury agree with statements of the employee and/or witness? Yes D\lo (If @ explain)

36. If the employing agency controverts continuation of pay, state the reason in detail. 37.Pay rate
when employee
stopped work

$ Per

Signature of Supervisor and Filing Instructions

38. A supervisor who knowingly certifies to any false statement, misrepresentation, concealment of fact, etc., in respect of this claim may also be subject to
appropriate felony criminal prosecution.

| certify that the information given above and that furnished by the employee on the reverse of this form is true to the best of my knowledge with the
following exception:

Name of supervisor (Typeor print)

Signature of supervisor Date
Supervisor’s Title Office phone
39. Filing instructions |:| No lost time and no medical expense: Place this form into employee’s medical folder (SF 66D)

D No lost time, no medical expense incurred or expected: forward this form to OWCP
D Lost time covered by leave, LWOP, or COP: forward this form to OWCP
D First Aid Injury
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Benefits for Employees under the Federal Employees’ Compensation Act (FECA)

The FECA, which is administered by the Office of Workers’ Compensation
Programs (OWCP), provides the following benefits for job-related traumatic

injuries:

(1) Continuationof payfor disability resultingfrom traumatic job-related (4) Vocationalrehabilitationandrelatedservicesvheredirectby OWCP.
injury, notto exceed5 calendaidays. (To beeligible for continuation
of pay,theemployeepr someonectingon his/herbehalf,mustfile (5) All necessarynedicalcarefrom qualified medicalproviders. The
Form CA-1 within 30 daysfollowing theinjury andprovidemedical injured employeemay choosethe physicianwho providesinitial medical
evidencen supportof disability within 10 daysof submissiorof the care. Generally,25 milesfrom the placeof injury, placeof employment,
CA-1. Wheretheemployingagencycontinue’sthe employee’gpay or employee’shomeis areasonablélistanceto travelfor medicalcare.
mustnot beinterruptedunlessoneof the provision’soutlinedin
20CFR10.222apply. An employeemay usesick or annualleaveratherthanLWOP while

disabled. Theemployeemayrepurchaséeaveusedfor approvedperiods.
(2) Paymenbf compensatiofior wagelossafterthe expirationof COP,if Form CA-7b, availablefrom the personnebffice, shouldbe studied
disability extendsbeyondsuchpoint, or if COPis not payable. If BEFOREadecisionis madeto useleave.
disability continuesafter COPexpires,Form CA-7, with supporting
medicalevidencemustbefiled with OWCP. To avoidinterruptionof For additionalinformation,reviewthe regulationsgoverningthe
income, the form should be filed on the 40th day of the COP period. administrationof the FECA (Codeof FederaRegulationsChapter20,

Part10) or pamphletCA-810.
(3) Paymenbf compensatioffior permanenimpairmentof certainorgans,
memberspr functionsof the body (suchaslossor lossof useof anarm
or kidney, lossof vision, etc.),or for seriousdefringemenbf thehead,
face,or neck.

Privacy Act

In accordancevith the Privacy Act of 1974,asamended5 U.S.C.552a),you are herebynotified that: (1) The FederalEmployees’Compensatiorict, asamendedand
extended(5 U.S.C. 8101, et seq.) (FECA) is administeredby the Office of Workers’ CompensatiorProgramsof the U.S. Departmentof Labor, which receivesand
maintainspersonainformationon claimantsandtheirimmediatefamilies. (2) Informationwhich the Office haswill be usedto determineeligibility for andthe amountof
benefitspayableunderthe FECA, andmay be verified throughcomputematchesor otherappropriateneans. (3) Informationmay be given to the Federalagencywhich
employedthe claimantat the time of injury in orderto verify statementsnade,answerquestionsconcerningthe statusof the claim, verify billing, andto considerissues
relating to retention,rehire, or other relevantmatters. (4) Information may also be given to other Federalagenciespther governmententities,and to private-sector
agencieand/oremployersaspart of rehabilitativeand otherreturn-to-workprogramsand services. (5) Information may be disclosedto physiciansandotherhealthcare
providersfor usein providing treatmenbr medical/vocationatehabilitation,makingevaluationgor the Office, andfor otherpurposeselatedto the medicalmanagement
of theclaim. (6) Informationmay be givento Federal stateandlocal agenciesor law enforcemenpurposesto obtaininformationrelevantto a decisionunderthe FECA,
to determinewhetherbenefitsarebeingpaid properly,including whetherprohibiteddual paymentsarebeingmade,and,whereappropriateto pursuesalary/administrative
offsetanddebtcollectionactionsrequiredor permittedby the FECA and/orthe Debt CollectionAct. (7) Disclosureof the claimant’ssocialsecuritynumber(SSN)or tax
identifying number(TIN) on this form is mandatory. The SSNand/or(TIN), and otherinformation maintainedby the Office, may be usedfor identification,to support
debtcollectionefforts carriedon by the Federalgovernmentandfor otherpurposegequiredor authorizedby law. (8) Failureto discloseall requestednformation may
delay the processing of the claim or the payment of benefits, or may result in an unfavorable decision or reduced level of benefits.

Note: This notice appliesto all forms requestinginformation that you might receivefrom the Office in connectionwith the processingand adjudication of the
claim you filed under the FECA.

Receipt of Notice of Injury

This acknowledges receipt of Notice of Injury sustained by
(Name of injured employee)

Which occurred on (Mo., Day, Yr.)

At (Location)

Signature of Official Superior Title Date (Mo, Day, Yr.)
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Instructions for Completing Form CA-1

Complete all items on your section of the form. If additional space is required to explain or clarify any point, attach a supplemental statement to the form.
Some of the items on the form which may require further clarification are explained below.

Employee (Or personacting on the employeesbehalf)

13) Cause of Injury

Describe in detail how and why the injury occurred. Give appropriate details
(e.g.: if you fell, how far did you fall and in what position did you land?)

14) Nature of Injury
Give a complete description of the condition(s) resulting from your injury.

Specify the right or left side if applicable (e.g., fractured left leg: cut on right
index finger).

15) Election of COP/Leave

If you are disabled for work as a result of this injury and filed CA-1 within

thirty days of the injury, you may be entitled to receive continuation of pay
(COP) from your employing agency. COP is paid for up to 45 calendar days of
disability, and is not charged against sick or annual leave. If you elect sick or
annual leave you may not claim compensation to repurchase leave used during
the 45 days of COP entitlement.

Employee (Or personacting on the employeesbehalf)

At the time the form is received, complete the receipt of notice of injury and
give it to the employee. In addition to completing items 17 through 39, the
supervisor is responsible for obtaining the witness statement in item 16 and for
filling in the proper codes in shaded boxes a, b, and c on the front of the form.
If medical expense or lost time is incurred or expected, the completed form
should be sent to OWCP within 10 working days after it is received.

The supervisor should also submit any other information or evidence pertinent
to the merits of this claim.

If the employing agency controverts COP, the employee should not be notified
and the reason for controversion explained to him or her.

17) Agency name and address of reporting office

The name and address of the office to which correspondence from OWCP
should be sent (if applicable, the address of the personnel or compensation
office).

18) Duty station street address and zip code

The address and zip code of the establishment where the employee actually
works.

19) Employers Retirement Coverage.
Indicate which retirement system the employee is covered under.
30) Was injury caused by third party?

A third party is an individual or organization (other than the injured employee
or the Federal government) who is liable for the injury. For instance, the driver
of a vehicle causing an accident in which an employee is injured, the owner of
a building where unsafe conditions cause an employee to fall, and a
manufacturer whose defective product causes an employee’s injury, could all
be considered third parties to the injury.

32) Name and address of physician first providing medical care

The name and address of the physician who first provided medical care for this
injury. If initial care was given by a nurse or other health professional (not a
physician) in the employing agency’s health unit or clinic, indicate this on a
separate sheet of paper.

33) First date medical care received
The date of the first visit to the physician listed in item 31.

36) If the employing agency controverts continuation of pay, state the
reason in detail.

COP may be controverted (disputed) for any reason; however, the employing
agency may refuse to pay COP only if the controversion is based upon one of
the nine reasons given below:

a) Thedisability wasnot causedy atraumaticinjury.

b) Theemployeds avolunteerworking without pay or for nominalpay,
or amemberof the office staff of aformerPresident;

¢) Theemployeds notacitizenor aresidentof the United Statesor Canada,;

d) Thelnjury occurredoff theemployingagency'spremisesandthe
employeewasnotinvolvedin official "off premise"duties;

e) Theinjury wasproximatelycausedy the employee’swillful
misconductjntentto bring aboutinjury or deathto self or anothemerson,
or intoxication;

f) Theinjury wasnotreportedon Form CA-1 within 30 daysfollowing
theinjury;

g) Work stoppagéirst occurredd5 daysor morefollowing theinjury;

h) Theemployednitially reportedtheinjury afterhis or heremployment
wasterminatedpr

i) Theemployeds enrolledin the Civil Air Patrol,PeaceCorps,Youth
ConservatiorCorps,Work StudyProgramsor othersimilar groups.

Employing Agency - Required Codes

Box a (Occupation Code), Box b (Type Code),
Box ¢ (Source Code), OSHA Site Code

The Occupational Safety and Health Administration (OSHA) requires all
employing agencies to complete these items when reporting an injury. The
proper codes may be found in OSHA Booklet 2014, "Recordkeeping and
Reporting Guidelines.

OWCP Agency Code

This is a four-digit (or four digit plus two letter) code used by OWCP to
identify the employing agency. The proper code may be obtained from your
personnel or compensation office, or by contacting OWCP.
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